Clinicians can offer a variety of treatment opinions when confronted with partially dentate patients with the majority prescribed Removable Partial Dentures (RPDs). However, RPDs can be accompanied by a high biological price with increased risk of caries and periodontal disease reported in wearers. 1, 2 Evidence shows that the Shortened Dental Arch (SDA) offers an acceptable treatment alternative to provide patients with a cost effective, functional dentition with lower maintenance requirements. 3, 4 This study reports on the interim results of a multi-centre randomised controlled clinical trial comparing tooth loss amongst patients with a SDA versus those provided with a RPD. 215 patients were recruited to the study from 14 dental schools throughout Germany. Patients were eligible to participate in the study if they were older than 35 years, in good general health and had all molar teeth missing in one arch.
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Participants were randomly allocated to each treatment arm with 106 patients offered no removable prosthesis (SDA) and 109 patients offered a RPD. The two treatment groups produced were similar in age profile and number of remaining natural teeth but the SDA group contained more female participants (54.7%) than the RPD group (45.0%).
A sample size calculation estimated that 70 patients were required per treatment arm to detect differences between the two groups. 81 patients were treated with a RPD and 69 received no RPD as part of the SDA group. 16 patients were lost to follow up whilst 12 discontinued treatment. All cases were analysed using the intention to treat principle.
In total 22 patients lost teeth over the course of the trial; 13 patients from the RDP group and 9 from the SDA group. In the RPD group 9 teeth were lost due to endodontic complications, 3 due to caries and 1 due to fracture. In the SDA group 4 teeth were lost due to endodontic complications and 5 due to fracture. No statistically significant difference was found in tooth loss between the RPD or the SDA group.
The provision of RPDs as described in this trial would not be considered common prosthodontic practice within the United Kingdom or Ireland. Each of the RPDs were retained using precision attachments constructed as part of crowns or bridgework on abutment teeth rather than using clasps. These additional complex restorations may have accounted for some of the tooth loss described as "fracture" or "endodontic complications" rather than simply the presence or absence of a RPD. In addition, the authors do not make mention of which teeth were lost during the trial i.e. abutment teeth versus others in the arch.
The outcome measure described may have been too broad to measure over a three year interval. Other, more suitable, measures may have provided more telling results including caries incidence, periodontal attachment loss or tooth mobility. In addition, the teeth affected by disease should have been recorded as one would hypothesise that abutment teeth would be most at risk of disease attributable to a prosthesis. These results were not recorded in this paper. Overall, the authors have worked hard to achieve a representative sample of partially dentate patients but the prosthetic care described may make it impossible to apply their findings to the wider population.
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